Premature infants are at increased risk for poor health, feeding difficulties, and impaired motherinfant interaction leading to developmental delay. Social-environmental risks, such as poverty or minority status, compound these biologic risks, placing premature infants in double jeopardy.
dyads at high social-environmental risk has the potential to ameliorate the detrimental effects of these multiple risk factors. The challenge of transitioning premature infants to oral feeding and ensuring that their mothers are prepared for the specific needs of these infants has not been comprehensively addressed. Few interventions have focused on improving both infant feeding and mother-infant interaction for this at-risk population.
CALLOUT 1
This article summarizes previous research on premature infants at social-environmental risk and describes the ecologic model of infant development, which provides a conceptual framework for intervening to meet the needs of mother-premature infant dyads. A unique new intervention is presented that is currently being tested and offers an integrated approach to address needs identified in previous research.
Biologic Risk of Prematurity Affects Behavioral Organization and Feeding
An infant's behavioral organization is a reflection of central nervous system integrity and defines the brain's potential to develop normally (Als et al., 2004; Medoff-Cooper, McGrath, & Bilker, 2000) . Well established indicators of behavioral organization include infant behavioral state, behavioral cues (pre-feeding, engagement, and disengagement cues), and sucking organization (Als et al.; Medoff-Cooper & Ratcliffe, 2005) . Alterations in behavioral organization include a lower capacity for self-regulation, less behavioral alertness, hypersensitivity to stimulation (Als et al.; Feldman & Eidelman, 2006; WhiteTraut, Nelson, Silvestri, Cunningham, & Patel, 1997) , and poorer oral feeding. Inefficient oral feeding in turn demands substantial energy expenditure from the infant, delays hospital progression, and increases health care costs. It is not until 32-34 weeks that the breathing, sucking, and swallowing mechanisms become functionally coordinated (Medoff-Cooper, 2006) ; prior to this point the infant is predisposed to to apneic events, bradycardia, oxygen desaturation and fatigue during feeding (Lau, Smith, & Schanler, 2003; McGrath & MedoffCooper, 2001) . A premature infant's level of arousal is related to sucking characteristics (Crook, 1979) , and it has been hypothesized that successful oral feeding is preceded by an alert behavioral state (White-Traut, Berbaum, Lessen, McFarlin, & Cardenas, 2005) . A relationship between alert behavioral states and nipple feeding success in premature infants has been reported (WhiteTraut et al., 2002a) , and slight arousal encourages the infant to enter an alert, awake state. However, conflicting evidence of this relationship has also been reported (Medoff-Cooper et al., 2000) . These differences in results reveal the challenges of measuring premature infants' behavioral state during feedings.
Additional factors are known to affect oral feeding success. An infant's biologic health, central nervous system maturation, behavioral state and feeding experience have all been shown to affect the quality of nutritive sucking (McCain, 1997; Medoff-Cooper et al., 2000; Pickler, Best, Reyna, Gutcher, & Wetzel, 2006) . Pickler and colleagues (2006) found a premature infant's previous oral feeding experience to have the most significant effect on the features of sucking.
Feeding is critically important because it involves mother-infant interaction and is a primary factor affecting infant growth (Pridham, Saxe, & Limbo, 2004) . As such, it is a major concern for both clinicians and parents during the transition to full oral feeding through discharge to home (Pridham et al., 2006) . Premature infants' behavioral cues are subtle, less differentiated, and difficult for caregivers unfamiliar with premature infant behaviors to perceive correctly (White-Traut et al., 2002b) . Most early mother-infant interactions occur in the context of feeding and infant feeding difficulties make these early interactions highly stressful with potentially negative consequences for the infant and the mother (Barnard, 1997; Barnard et al., 1988; Davis et al., 2003; Feldman, Keren, Gross-Rozval, & Tyano, 2004) .
Needs of Mothers of Premature Infants
Emotional Challenges-Mothers may experience high stress, anxiety, and depression related to their infants' prematurity and the alteration of their early mothering experience (Feldman & Eidelman, 2006; Holditch-Davis, Bartlett, Blickman, & Miles, 2003; HolditchDavis & Miles, 2000; Lucarelli, Ambruzzi, Cimino, D'Olimpio, & Finistrella, 2003; Mew, Holditch-Davis, Belyea, Miles, & Fishel, 2003) . Postpartum depression, which peaks at 6 weeks post delivery, can occur in up to 10% of new mothers of premature infants (Martins & Gaffan, 2000) , and almost half of all mothers of premature infants report depressive symptoms (Mew et al.) . Mothers also express a high need for education and support for infant care and feeding during hospitalization and the transition to home (Holditch- Mew et al.; Pridham et al., 2004) .
One source of maternal stress is the premature infant's immature behavioral organization and unclear behavioral cues which may reduce the mother's ability to recognize and respond to the infant's behaviors. This may lead to decreased confidence in her ability to provide infant care, and as a result the mother's perceptions of her infant may be negatively altered, increasing the risk of anxiety and maladaptive mother-infant interaction. High anxiety also decreases the mother's capacity for learning and performance, exacerbating difficulties in learning to respond appropriately to the infant (Holditch- Davis et al., 2003; Pridham et al., 2004) .
Parenting difficulties-High maternal anxiety and/or depression are related to difficulty in parenting, negative mother-infant interaction, and poor child health and development (Carter, Garrity-Rokous, Chazan-Cohen, Little, & Briggs-Gowan, 2001; Crittenden, Kim, Watanabe, & Norr, 2002; Feldman & Eidelman, 2006; Petterson & Albers, 2001; Pridham, Lin, & Brown, 2001; Singer et al., 2003) . Repeated negative perceptions of the infant can further limit a mother's capacity to respond appropriately, thus disrupting the development of appropriate mother-infant interactions (Coyl, Roggman, & Newland, 2002; . Over time, lack of responsivity, sensitivity, maternal growth fostering, and contingency behaviors during interactions lead to poorer infant growth and development (Feldman & Eidelman, 2006; Feldman et al., 2004 ) and continued perception of child vulnerability (Miles & Holditch-Davis, 1997 ).
Contingency behavior is the ability of the mother and the infant to change their behavior based on the partner's response during an interaction. Contingency allows the infant to learn about his/her environment and how to interact with it and to learn about predictability and the relationship of environmental stimuli to their behavior (Blackburn, 1983) . Contingency behaviors during intervention is a favorable approach because it provides opportunities for infants to interact with their environment, learn about predictability and the relationship of environmental stimuli to their behavior. If the infant shows signs of distress or irritability, the intervention is modulated to optimize individual behavioral response.
Mother-Premature Infant Interaction Difficulties
Positive mother-infant interactions help establish social competency and secure attachment essential for later social, language, and cognitive development (Barnard, 1997) . Positive interactions are characterized by maternal sensitivity to cues, responsiveness, socialemotional and cognitive growth fostering infant clarity of cues, responsiveness to caregiver, and greater mother-infant contingency. Contingent behaviors are critical to optimal patterns of interaction, providing opportunities for infants to learn about the predictability and responsiveness of their early relationships (Barnard, 1997; Cusson, 2003) .
CALLOUT 2
Mothers of premature infants often respond inappropriately to their infants' behaviors, have less positive mother-infant interaction scores and less contingency (Barnard, Bee, & Hammond, 1984; Magill-Evans & Harrison, 2001; Miles & Holditch-Davis, 1997; Singer et al., 2003) . Initially mothers respond by overstimulating their infants, resulting in a negative response from the infants and leading to maladaptive patterns of behavior in which the mother either continues her non-contingent overstimulation or decreases her stimulation in spite of infant readiness cues Holditch-Davis, Miles, & Belyea, 2000) . Mother-infant interaction can be improved by addressing the mother's emotional stress, modifying behavioral dynamics during interaction, and improving the mother's understanding of her infant's immature behavioral organization.
Multiple Social-Environmental Risks Compound the Need for Intervention
A strong body of research has linked maternal, familial, and neighborhood socialenvironmental risk factors with less optimal early health and development, more behavioral problems and lower achievement. The impact of these risk factors on infant development is magnified in premature infants (Bendersky & Lewis, 1994; Bradley et al., 1994; Burchinal et al., 2006; Malat et al., 2005; McGauhey, Starfield, Alexander, & Ensminger, 1991; Murry et al., 2004) . For example, premature infants reared in poverty have three times the rate of school failure than children from high income families, while full term infants reared in poverty have only twice the rate of school failure (McGauhey et al., 1991) . Bradley and colleagues' (1994) classic study examined performance in growth, health, and cognitive and social development and found only 26 (11%) of 243 three year olds born prematurely and living in poverty functioned in the normal range for all four of these outcomes.
Maternal, Family, and Neighborhood Risk Factors-Maternal minority status is associated with socio-economic disadvantage, health disparities, racism, anti-immigrant sentiments, and language barriers (Bradley et al., 2001; Brousseau, Hoffmann, Yauck, Nattinger, & Flores, 2005; Malat et al., 2005; Murry et al., 2004; Shi & Stevens, 2005; Simpson et al., 2005) . Younger maternal age and less education are often associated with more negative parenting behaviors and poorer child outcomes (Barnard et al., 1988; Booth, Mitchell, Barnard, & Spieker, 1989) . Mothers with multiple environmental stressors experience mental health problems including anxiety and postpartum and chronic depressive symptoms, all associated with lower quality parenting and child behavior problems (Brooten et al., 1988; Carter et al., 2001; Coyl et al., 2002; Petterson & Albers, 2001 ). Lack of social support has had a consistent negative impact on parenting leading to less favorable maternal and infant outcomes (Caldwell, Antonucci, Jackson, Wolford, & Osofsky, 1997; Hess, Papas, & Black, 2002; Zahr, 1991) .
Family poverty, income loss, or continuing financial strains are associated with negative emotions, greater interpersonal stress, and harsher parenting (Chase-Lansdale, Gordon, Brooks-Gunn, & Klebanov, 1997) . Poverty is widely recognized as one of the most potent risk factors (Bugental & Happaney, 2004; National Institute of Child Health and Human Development Early Child Care Research Network, 2005; Slack, Holl, McDaniel, Yoo, & Bolger, 2004) , and neighborhoods with high levels of poverty, stress, violence and lack of supportive services also negatively affect mothers and families, which indirectly affects infants (Chase-Lansdale et al.; Duncan et al., 1998) .
Family factors may have both positive and negative affects. More children in the household or a child younger than two reduces the amount of time and attention available for the infant. Larger households have more activity and noise in the home, which can be especially stressful for the premature infant (Bradley et al., 1994; Sameroff & Fiese, 2000) . However, other family factors may have a positive, protective effect. For example, in many Latino and African American families, other adults, especially a co-resident grandmother, may play a significant role in both direct infant care and guidance to the mother, thus augmenting the resources available to both mother and infant (Caldwell et al., 1997; Chase-Lansdale et al., 1997) .
Total Social-Environmental Risks-Premature infants' risk for poorer health, development, and behavioral problems increases significantly when two or more socialenvironmental risk factors are present (Bradley et al., 1994; Sameroff & Fiese, 2000) . In the classic Rochester Longitudinal Study by Sameroff, Seifer, Zax and Barocas (1987) , the percentage of children with below average intelligence and social competency scores did not differ for children with 0-1 risk factors but substantially increased at each risk level from 2-5 factors and continued to increase at a slower rate for children with 6-8 factors.
Risk Factors are Mediated by Parenting-Many negative effects of socialenvironmental risk factors are compounded by less maternal responsiveness, lower quality of parenting, and the home environment (Bradley et al., 2001; Bradley et al., 1994; BrooksGunn, Klebanov, & Liaw, 1995; Carter et al., 2001; Duncan et al., 1998; Poehlmann & Fiese, 2001; Pridham et al., 2006; Pridham et al., 2004; Schiffman, Omar, & McKelvey, 2003) . For premature infants, less positive social environments are associated with a higher incidence of failure to thrive (Herrenkohl, Herrenkohl, Rupert, Egolf, & Lutz, 1995) . The mediating role of parenting is important for intervention, since parenting is easier to change than the larger environment.
Sameroff's Ecologic Model of Infant Development
The challenges faced by mother-premature infant dyads at both biologic and socialenvironmental risk can be addressed using Sameroff's Transactional Model (Sameroff & Fiese, 2000; Sameroff & Mackenzie, 2003) . In the Transactional Model, child development is a product of continuous, dynamic and bi-directional interactions between the child, mother, family, and neighborhood. For infants, the most direct influences occur in the immediate parenting environment, especially during interactions with the mother (Nursing Child Assessment Satellite Training Program, 1990) . Early transactions set the stage for later relationships so that early disturbances in infant behaviors, maternal perceptions, and mother-infant interactions can have lasting consequences (Sameroff & Fiese, 2000; Sameroff & Mackenzie, 2003) .
To improve outcomes for mother-infant dyads, Sameroff and Feise recommended that interventions include one or more of three basic strategies: remediation, redefinition, and reeducation (2000). The authors incorporated these three strategies in this intervention to improve premature infants' feeding. Remediation focuses on changing the infant's behavioral capacity including behavior toward the parent prior to and immediately after feeding. Redefinition focuses on changing the parent's attitudes and interpretations about the child's behaviors. Re-education focuses on changing the parent's behaviors toward the infant. Previous research on premature infants and mothers has either focused on infant remediation during hospitalization or maternal redefinition and re-education post-discharge.
Interventions for premature infants have concentrated on supporting the continuing development of the nervous system, presumably by facilitating the development of the primary sensory pathways that first develop in the fetus (Als et al., 2004; Burns, Cunningham, White-Traut, Silvestri, & Nelson, 1994; Lekskulchai & Cole, 2001; WhiteTraut & Nelson, 1988; White-Traut et al., 1997; White-Traut et al., 2002a; White-Traut et al., 2002b) . In contrast to tactile stimulation only, multi-sensory intervention for premature infants consistently demonstrates significant improvement in behavioral organization (more alert behavioral states and pre-feeding behaviors), more rapid progression from full gavage to full oral feedings, greater weight gain, improved development, and shortened hospital stay, making it superior to single modality stimulation for promotion of self-regulation (White-Traut & Nelson, 1988; White-Traut et al., 1997) .
Previous interventions for mothers have generally combined redefinition and re-education. Short-term, in-hospital interventions with mothers have reduced maternal anxiety, lowered parenting stress, and improved parent-infant interactions and related parenting outcomes Kaaresen, Ronning, Ulvund, & Dahl, 2006; Parker et al., 1992) . Another hospital-based intervention demonstrated to mothers how to modulate their premature infant's state (e.g., to alertness before feeding) and was effective for mothers with a high level of education. However, only the in-hospital component followed by participatory guidance at home was effective in improving interaction for less educated mothers (Kang et al., 1995) . Other research has demonstrated home visits by a nurse allows safe and costeffective, early hospital discharge of full term and premature infants (Brooten et al., 1986; Nacion, 1988; Norr, Nacion, & Abramson, 1989) .
Maternal redefinition and re-education through extended home visits has been shown to improve full-term infant health and developmental outcomes, including infants in families at high social-environmental risk (Barnard et al., 1988; Olds et al., 1999; Ramey & Ramey, 1998) . A nurse home-visiting program focusing on first-time mothers with multiple socialenvironmental risks, replicated in three different cities, has had remarkable success in improving maternal life course (economic achievement and subsequent pregnancy reduction), parental care (fewer injuries and ingestions), and child outcomes (better emotional and language development, and more positive behaviors) (Olds, 2006; Olds, Henderson, Kitzman, Eckenrode, & Tatelbaum, 1998; Olds et al., 2004) . A less intensive program of home visits by a nurse-community health advocate team improved infant mental development for African-Americans only and increased maternal life skills for Latinas only (Norr et al., 2003) . Two recent meta-analyses have found that early interventions for parents were effective in increasing maternal sensitivity (Bakermans-Kranenburg, van IJzendoorn, & Juffer, 2003) and in improving the home environment for the young child (BakermansKranenburg, van IJzendoorn, & Bradley, 2005) . Importantly, home based intervention with a limited number of sessions was more effective (Bakermans-Kranenburg et al., 2005) .
Home visits for maternal redefinition and re-education have also improved premature infant health and developmental outcomes (Barnard, 1997; Barrera, Kitching, Cunningham, Doucet, & Rosenbaum, 1990; Casiro et al., 1993; Kang et al., 1995; McCormick et al., 2006; Olds, 2006; Parker et al., 1992) . However, the results have been less consistent for premature infants, and several studies have failed to document improved outcomes for premature infants from mixed racial-ethnic populations with multiple social-environmental risks (Barkauskas, 1983; Bryant & Maxwell, 1997; Siegel, Bauman, Schaefer, Saunders, & Ingram, 1980; Zahr, 2000) . The largest intervention for premature infants, the Infant Health and Development Project, begun 20 years ago, included both early home visits and developmentally based center care through age 3. The impact of the intervention differed by birth weight. Compared to a control group, heavier infants (greater than 2000 gms) had higher cognitive achievement and fewer behavioral problems from age 3 -18 (McCormick et al., 2006) . Infants who weighed more than2000 gms showed gains at age 3 but not after age 5 (McCormick et al., 2006) . In addition to home visiting, using adult learning and behavioral change theory to improve techniques for maternal redefinition and re-education is a major conceptual advance. Participatory guidance (Rogoff, Mistry, Goncu, & Mosier, 1993) or interactional coaching models of instruction (Stern-Bruschweiler & Stern, 1989) have been shown to improve health care management and interactional skills for adolescent mothers, mothers of premature infants, and mothers who are depressed (Horowitz et al., 2001; Kang et al., 1995; Lawhon, 2002; Limbo, Petersen, & Pridham, 2003; Pridham et al., 2006; Rogoff et al., 1993) . Pridham found that poverty negatively affects the development of positive maternal affect and behavior while contributing to an increase in negative maternal affect and behavior (Pridham et al., 2005) . In contrast, guided participation positively contributed to premature infants' and mothers' feeding competencies and the regulation of their negative affect and behavior (Pridham et al., 2005) .
H-HOPE Intervention
To address the issues identified in previous research, the authors developed the HospitalHome Transition: Optimizing Prematures' Environment H-HOPE) Intervention for motherpremature infant dyads. This intervention is unique because it provides an integrated approach that addresses three gaps identified in previous research. The target group for the intervention is mother-premature infant dyads at high risk of suboptimal outcomes who seldom receive intervention. The time of the intervention focuses on a critical transition period for the mother-premature infant dyad. The content of the intervention simultaneously addresses both the infant's and mother's needs.
CALLOUT 3
Target Group-The target group for the H-HOPE Intervention is mother-premature infant dyads where the infant is born between 29-34 weeks gestation without serious complications. These mother-infant dyads also have two or more social-environmental risk factors identified in previous research as being associated with negative outcomes (Sameroff, Seifer, Zax, & Barocas, 1987) . While otherwise healthy premature infants born at these gestational ages are capable of normal development, when multiple socialenvironmental risk factors are present, premature infants are at high risk for suboptimal growth and developmental problems (Bradley et al., 1994; McGauhey et al., 1991; Sameroff et al., 1987) . This group is especially likely to benefit from early intervention, but currently few interventions are tailored to their specific needs.
Timing-The H-HOPE intervention is provided from 32-34 weeks gestational age through 4 weeks corrected age. This critical period encompasses infant transition from gavage to oral feeding, mother-infant transition to home, and change from hospital to outpatient providers. The transition to oral feeding challenges the premature infant to maintain more alert states while coordinating breathing, sucking, and swallowing. The infant's degree of success during this time also influences the mother, as the infant's ability to interact with her is also developing. This is a period that mothers of premature infants have consistently identified as a time when they would benefit from ongoing support (Holditch- Kang et al., 1995; Pridham et al., 2005) .
Content-The content of the H-HOPE Intervention, based on Sameroff's Transactional Model, integrates two different, early interventions into one to provide remediation for the infant and redefinition and re-education for the mother using visits by a Nurse-Community Advocate Team (NAT) (a registered nurse). Both interventions have been documented to be effective in previous research. A developmentally-specific multi-sensory intervention, the Auditory, Tactile, Visual and Vestibular Intervention (ATVV) provides infant remediation (Burns et al., 1994; Nelson et al., 2001; White-Traut & Nelson, 1988; White-Traut et al., 1997; White-Traut et al., 2002a; White-Traut & Pate, 1987) and is easily learned by mothers and nurses. The ATVV was developed over the last 20 years by the first author. Participatory guidance offered by the NAT provides redefinition and re-education for the mother (Barnes-Boyd, Norr, & Nacion, 1996; Barnes-Boyd, Norr, & Nacion, 2001; Nacion, Norr, Burnett, & Boyd, 2000; Norr et al., 2003) .
Infant remediation:
The ATVV intervention is a 15-minute, multi-sensory intervention that incorporates the interactive behaviors of mothers and infants. The first part of the ATVV intervention consists of auditory stimulation. A soothing, female voice is presented to the infant for a minimum of 30 seconds, using infant directed speech to alert the infant to the presence of the caregiver. The infant directed speech continues throughout the 15-minute intervention. The tactile component of the intervention is then added for 10 minutes. The infant is first placed in a supine position, and the head, chest, abdomen, legs, and arms are massaged with moderate pressure. The infant is then repositioned prone, and the head and back are massaged. Following 10 minutes of talking and massage, the infant is swaddled and held with the limbs in flexion. For the last 5 minutes, the infant is horizontally rocked. Throughout the intervention, eye contact is attempted with the infant (Burns et al., 1994) . The infant receives the ATVV intervention by the mother or the nurse twice a day, from 32 weeks gestation while hospitalized and by the mother after hospital discharge through one month corrected age. The ATVV is offered prior to feeding and in an environment with reduced sound and light. In the hospital, nurses will dim lights and minimize noise, while mothers at home are instructed to turn off the TV and radio.
Maternal redefinition and re-education: The maternal redefinition and re-education components of the intervention are participatory guidance offered by the NAT. The nurse provides professional expertise while the community advocate offers lived experience with the environmental stressors facing the mother. The mother is taught to recognize her infant's behavioral states and pre-feeding, engagement and disengagement behavioral cues (redefinition). The mother is also taught to modify her behavior in response to her baby's behavioral cues, techniques to soothe a fussy baby and to promote social interaction during feeding (re-education). The NAT teaches the mother the ATVV intervention and explores with her how to create a quiet home environment (re-education). In addition, the NAT asks about and responds to the mother's concerns, weighs the infant, discusses safety, and assesses the mother's stressors, supports, and signs of depression. At each home visit, the nurse observes administration of the ATVV and a feeding and gives participatory guidance regarding the contribution of mother and infant to the interaction, infant behavioral state and cues, and the mother's use of soothing behaviors (redefinition and re-education) (Sumner & Spietz, 1994) . Each mother receives two in-hospital visits and two home visits, one within the first two days after infant discharge to home and the second after the infant has been home for two weeks. A telephone contact is made after each home visit.
Anticipated Impact of the H-HOPE Intervention
The H-HOPE intervention should have positive impact on the infant, the mother, motherinfant interaction, and infant growth and development leading to reduced health care costs (Figure 2 ). The intervention is currently being tested in a five-year, randomized clinical trial of 252 mother-premature infant dyads at two clinical sites. Infant remediation through the ATVV is expected to lead to increasingly mature behavioral organization, which will result in improved feeding progression and growth. Consequently, the premature infant will be discharged earlier, reducing the cost of the hospitalization. Increasingly mature behavioral organization will also improve the mother's ability to understand and interpret her infant's behaviors, the quality of their interactions, and infant growth and development.
Redefinition and re-education of the mother by participatory guidance will improve the mother's recognition of her infant's behavioral cues, enhancing positive perceptions of the infant and increasing her confidence in premature infant care. As a mother's ability to understand and interpret her premature infant's behavior increases, her level of state anxiety will decrease and mother-infant interaction will improve. As mothers become more confident in their ability to care for their infants, unnecessary clinic and emergency department visits should decline, and health care costs should decrease. Thus, the H-HOPE intervention will work synergistically to improve infant feeding progression, the quality of mother-infant interaction, and infant growth and development, thus reducing health care and special education costs.
Implications
Prematurity extracts a high cost on infants, families, and the nation. Approximately half a million premature infants are born each year in the United States, and the national prematurity rate of 12.5% has not declined over the last 20 years (Martin et al., 2006) . Moreover, there are significant racial health disparities associated with prematurity. The rate of premature birth among African Americans is 17.9%, while the rate of premature birth among Whites is 11.5% (Martin et al., 2006) . Most premature infants require an expensive and lengthy hospital stay, presenting significant economic costs to their families and society.
Since the H-HOPE intervention intercedes in the crucial early period when the foundation for positive interaction between mother and infant is being built, this intervention has the potential to significantly impact the economic, medical, and social costs of prematurity. Reducing hospital stay by as little as three days could save over $2 billion annually. If the H-HOPE intervention is successful, it has the potential to significantly reduce national expenditure for health care and special education, and these findings can serve as a national model to address the unique social and health care needs of this vulnerable group of mothers and premature infants. The H-HOPE Intervention 
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